showing no pericardial effusion; the rounded mass is larger and there is an irregular mass below it continuous with the heart shadow and extending into the left lung field.
Comment.-The extensive pulsation of the upper left chest was an unusual feature and was presumably transmitted pulsation due to the attachment of the tumour to the great vessels. The position of the tumour and the lack of response to radiotherapy made the diagnosis of malignant teratoma most probable in spite of the entirely normal teleradiogram onJy three months before admission.
Girl, aged 12. At the beginning of November 1949 she developed a swelling inside her left cheek, which was a little painful and interfered with her eating. The doctor treated her with penicillin but the tumour enlarged. She attended the Casualty Department where the lower molar was extracted for caries and ? apical abscess. On 24.12.49 the tumour was aspirated and incised and some thick pus said to have been obtained.
She was referred to the outpatient department and was then seen to have a swelling in the left cheek which was not attached to either upper or lower jaw. She was admitted to hospital that day.
On admission there was some adenitis on the left side of the neck, the glands being small and soft. There was considerable trismus and an X-ray of the antrum showed mucocele in left antrum along lateral wall in particular; the lateral wall showed unerupted wisdom in high position. Swab from ulcer: "Numerous Gram-negative bacilli. Few Gram-negative diplococci and Gram-positive cocci. Cultures (aerobic-anaerobic). Mixed growth of N. catarrhalis, diphtheroids and non-haemolytic streps." Intermittent pyrexia not exceeding 1000 at night. The condition was thought to be either actinomycosis or a sarcoma arising primarily from the cheek (Fig. 2) .
3.1.50: A large fleshy tumour was exposed and a biopsy performed. Section report: "Acutely inflamed granulation tissue. Condition may be actinomycosis but no positive sign of this was seen. No evidence of malignancy seen." Treatment with penicillin and streptomycin for twelve days, but the tumour continued to enlarge rapidly. 8.1.50: Biopsy aspiration of tumour which was still enlarging rapidly. Pathological report on film: "Slides. Thinner film: numerous R.B.C. and round cells resembling primitive lymphocytes. Almost certainly neoplasm. Malignancy cannot be excluded. [Photograph taken after treatment has been kindly lent by Professor Smithers.] There was considerable reduction in the size of the tumour and her general condition is good, as shown by the photograph (Fig. 3 ) taken on 18.4.50.
June 7, 1950: Examination now shows no evidence of residual tumour, but she has developed a secondary deposit in the innominate bone. [February 10, 1950] Demonstration of Honeycomb Lungs.-NEVILLE OSWALD, F.R.C.P.
The clinical, radiological and pathological features of a dozen cases are demonstrated in which there are thin-walled cysts distributed uniformly throughout the substance of both lungs. The frequency of spontaneous pneumothorax and of right heart failure is to be noted. The cysts may be part of a general disorder and occasionally occur in any of those three closely related conditions: the Letterer-Siwe disease, Hand-Schuiller-Christian disease and eosinophilic granuloma of bone. They may be present in tuberous sclerosis and other similar mesodermal dysplasias, so far having been only recorded in adults. In the majority of instances, however, there is no evidence of disease outside the lungs, such cases falling into two groups. In children and young adults a developmental defect is the most likely cause and spontaneous pneumothoraces, frequently bilateral, are common. In later life infection plays a prominent part, with bronchitis and bronchiolitis leading to bronchiolar
